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O t h e rL i c e n s e dP r a c t i t i o n e r s ’  Services (con t inued)  

(d )Oph tha lmicd i spense r s ’  services, l i m i t e d  t o  d i spens ing  service or a 
repair service (for  eyeg la s sesp rov ided  to  e l i g i b l e  r e c i p i e n t s ) ,  are 
cove red .Thefo l lowingl imi t a t ions  are also applicable: 

(1) Te lephonecon tac t s  are no t  covered; 

( 2 )  C o n t a c tl e n s  are notcovered;  

( 3 )  	 S a f e t y  glasses are covered when med ica l lynecessa rysub jec t  t o  
prior a u t h o r i z a t i o n  r e q u i r e m e n t s  d e s c r i b e d  i n  material on f i l e  i n  
t h e  state agency. 
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7. Home Health Care Services 

7.a. Intermittent or Part-Time nursing Service 

1. 	 There are no limitations on the intermittent or part-timenursing

service provided by the home health agency. 


2. 	 There are no limitations on the intermittent or part-time nursing

service provided by the registered nurse when no home health 

agency exists in the area except that the registered nurse must 

be approved by the local health department serving
that area as 

capable of performing the service. 


3.  	 Home health agencies may provide disposable medical supplies 
necessary for,or related to, the provision of intermittent or 
part-time nursing serviceas specified for coverageby the medi

caidd Program. 


7.c .  	Medical Supplies, Equipment, and Appliances Suitable for in the 
Home 

Each provider desiring to participate a durable medical equipment,
as 
appliance, and medical supplies providermust be a Medicare participat
ing provider (except that for the period of October1993 through1,
March 31, 1994, the provider is not required to be participatingin 
Medicare if the provider is also participating in the Medicaid Program 
as another typeo f  provider), and signa provider agreement with the 
Cabinet for Human Resources, Department for Medicaid Services. 
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Durable medical equipment, appliances,
and medical supplies are cov

ered only in accordance with the following conditions: 


1. 	 The equipment, appliances, or supplies which are shall be 

limited to those covered
in the Medicare Program unless separate

ly specified for coverage by the cabinet. Any equipmentor appli

ance with a cost of by the
$150 or  more must be preauthorized
cabinet. 

2. The equipment, appliances, or supplies shallbe ordered by the 

physician as required in the treatment
o f  the patient. 

3 .  The equipment, appliances, for theor  supplies shall be suitable 
patient to use in the home. 

4. The recipient utilizing the equipment, appliances,or supplies

shall be Medicaid eligible, and the durable medical equipment

providers shall be required to participate as providers in both 

the Medicare and Medicaid Programs. 


5. 	 Coverage for anitem of durable medical equipmentor appliance

shall be in accordance with the following guidelines: that
the 
item shallbe durable in nature and able to stand repeateduse; 

serve a medical purpose; generally be not useful to
a person in 
the absenceo f  illness or injury; be appropriatefor usein the 
home; and be necessary, appropriate and reasonablefor treatment 

of an illness
o r  injury or to improve the functioning of a mal
formed body member. This definition includes but is not limited 
to wheelchairs, crutches,walkers intermittent positive pressure

breathing machines, braces, artificial limbs, and oxygen (when

such oxygen supply can be maintained, replaced,
or resupplied at 
a11 times). The Medicare Program will be used aasguide for 
determining the 

I I
appropriateness for . .4 1 

coverage where applicable 

I 
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'The f o l l o w i n g  g e n e r a l  t y p e s  ofequipment or a p p l i a n c e  are excluded 
from coverageunderdurablemedicalequipment  or a p p l i a n c e s .  

1. 	 Items ofequipmentorapplianceswhichwouldappropriately be 
cons ide red  fo r  cove rageon lyth rougho the r  s ec t ions  of t h e  Medi
cal AssistanceProgram,such as l ensandf rames ,hea r ing  aides, 
and pacemakers.  

2 .  	 Equipment or appl ianceswhich  are pr imar i lyandcus tomar i lyused  
f o r  a non-medicalpurpose,such as a i r  c o n d i t i o n e r s ,  room hea t 
ers, andhumid i f i e r s .  

3 .  P h y s i c a lf i t n e s se q u i p m e n t ,s u c h  as e x e r c y c l e s  

3 .  	 Equipment or  a p p l i a n c e sw h i c hb a s i c a l l y  serve comfort  or  conve
n i e n c e  f u n c t i o n s  or  are p r i m a r i l y  f o r  c o n v e n i e n c e  o f  t h e  p e r s o n  
c a r i n g  f o r  t h e  p a t i e n t ,  s u c h  as elevators a n d  s t a i r w a y  e l e v a t o r .  

7 . d .  	Phys ica l - the rapy ,occupa t iona lthe rapy ,  or  speechpathologyandaudio l 
ogy services providedby a home hea l th  agency  or  medical r e h a b i l i t a 
t i o n  f a c i l i t y .  

1. Audiology services are notprovidedunderth iscomponent .  

2 .  	 P h y s i c a lt h e r a p y ,o c c u p a t i o n a lt h e r a p y ,  or speechpathology ser
vices providedby a medical r e h a b i l i t a t i o n  f a c i l i t y  are not  pro
v idedunderth iscomponent .  

9. C l i n i cS e r v i c e s  

coverage fo r  c l i n i c  s e r v i c e s  i s  l i m i t e d  t o  services p rov idedbythefo l low
illy clinics andinc ludes :  

1 .  	 Menta lHea l thCen te r sl i censedinaccordancewi thapp l i cab le  s t a t e  
laws andregu la t ions .  However, services renderedby Community Mental 
Hea l th  Cen te r s  t o  S k i l l e d  n u r s i n g  or i n t e r m e d i a t e  Care F a c i l i t y  p a 
t i e n t s / r e s i d e n t s  are notcovered .  

2 .  Fami ly  Cl in ics .P lanning  

3 .  	 C l i n i c se n g a g i n gi ns c r e e n i n gf o rt h ep u r p o s e s  of t h ee a r l ya n dp e r i o d 
i c  screening ,d iagnos isandt rea tmentcomponent  of theMedica l  Assis
t a n c e  Program. 

4 .  & I t p a t i e n t  C l i n i c s .s u r g i c a l  

5 .  O t h e rc l i n i c sa u t h o r i z e du n d e r  42  CFR 440.90 

TN N O .  90-19 
supersedes  Approval date 4-21 -92  E f f e c t i v e  Date 7-1-90 
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9. Clinic Services (continued) 

Abortion services are reimbursable under the Medical AssistanceProgram 
only when service to provide anabortion or inducemiscarriage is, in the 
opinion of a physician, necessary for the preservation of the life ofthe 
woman seeking such treatment or to comply with the federal court order 
in the case of Hope vs. Childers. Any request for program payment for an 
abortion or induced miscarriage must be justified by a signed physician 
certification documenting that in the physician’s opinion the appropriate 
circumstances, as outlined in sentence one of this paragraph, existed. A 
copy of the completed certification form andan operative report shall 
accompany each claim submittedfor payment. However, when medical 
services not routinely related to the uncovered abortion service are 
required, theutilization of an uncovered abortion service shall not 
preclude the recipient from receipt of medical services normally available 
through theMedical AssistanceProgram. 

TN # 94-13 - i - A I 
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li,. Dental S e r v i c e s  

A.  A l i s t i n g  of d e n t a ls e r v i c e sa v a i l a b l et or e c i p i e n t sa g e  2 1  andover---e
1s mainta ined  a t  t h e  c e n t r a l  o f f i c e  of t h e  s i n g l e  state agencyand i s  
shown i n  t h e  p r o v i d e r  m a n u a l .  

B .  Out -of -Hospi ta l  Dental  S e r v i c e s  

(1)  	A l i s t i n go fd e n t a ls e r v i c e sa v a i l a b l et oM e d i c a i dr e c i p i e n t s  is  
ma in ta ined  a t  t h e  c e n t r a l  o f f i c e  o f  t h e  s i n g l e  state agencyand 
i s  shown i n  t h e  p r o v i d e r  m a n u a l .  

C.  I n - H o s p i t a l  Care 

C o v e r a g e  f o r  s e r v i c e s  r e n d e r e d  b y  d e n t i s t s  f o r  h o s p i t a l  i n p a t i e n t  care 
i s  l i m i t e d  t o  s e r v i c e s  f o r  p a t i e n t s  t h a t  are determined t o  be medical
l y  n e c e s s a r y .T h i si n c l u d e s ,b u t  is n o tl i m i t e d  to ,  p a t i e n t sw i t h :  

1) Heart disease 
2 )  R e s p i r a t o r yd i s e a s e  
3 )  Chron icb leede r  
4 )  U n c o n t r o l l a b l ep a t i e n t( r e t a r d a t e - e m o t i o n a l l yd i s t u r b e d )  
5 )  O t h e r  (care a c c i d e n t ,h i g ht e m p e r a t u r e ,m a s s i v ei n f e c t i o n ,  e tc . )  

TN NO. 92-14 
supersedesApproval  DateOCT 3 0 E f f e c t i v e  Date 7-1-92 
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D .  Oral s u r g e r y  

A l i s t i n g  oforal s u r g e o n  s e r v i c e s  a v a i l a b l e  t o  Med ica idrec ip i en t s  i s  main
t a i n e d  a t  the c e n t r a l  off  ice of t h e  s i n g l e  s ta te  agencyand i s  shown i n  t h e  
provider  manual .  

TN NO. 92-14 

SupersedesApproval  DateOCT 199;L E f f e c t i v e  Date 7-1-92 
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(I)  Speech disorders 
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12. Prescribed Drugs, Dentures, and Prosthetic Devices 


a. Prescribed Drugs 


Drugs for which Medical Assistance reimbursement is 

available are limited to the following: Covered out

patient drugs of any manufacturer which has entered 

into and complies with an agreement under Section 

1927(a) of the Act which are prescribed for a medi

cally accepted indication. 


The drugs or classes of drugs listed in Section 1927 
(d)(2) of the Social Security Act (Section 4401 of 
Public Law 101-508) are excluded from coverage unless 
specifically (individually by drug within the class) 
placed on the Outpatient Drug List or preauthorized 
using the department’s usual preauthorization crite
ria. 

Coverage is provided for those drugs included on the 

Kentucky Medical Assistance Program Outpatient Drug 

List which are prescribed for Out-patient use as a 

medicine by aphysician, osteopath, dentist or podia

trist without preauthorization. Preauthorization for 

a d r u g s  not on the drug list maybe secured if use 

of the desired d r u g s  will prevent hospitalization, 

or a higher level of care, of the patient. 


A patient “locked in” to one pharmacy due to over
utilization may receive pharmacy services only from 
his/her lock-in provider except in the case of emer
gency or referral. 

Practitioner authorizationisrequiredoncovered 
prescriptions refilled up to 5 times in a six-month 
period from the date of issue. 

Drugs with a “less-than-effective” FDA rating (and 

identical, related, or similar drugs) shall not be 

covered. 


Prosthetic Devices 


Coverage is limited to those devices which: (a) are 
deemed essential for medical care and treatment dur
ing the inpatient hospital stay of an eligible re
cipient, and (b) would be considered unreasonable or 
impossible from a medical standpoint to limit the 
patient’s use of the item to the inpatient period. 

TN NO. 91-7 

Supersedes
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prostnetic Services (continued) 

orthopedic shoes n o t  attached to bracesmay be provided as medically necessary, 
subject to prior authorization. 


